INTRODUCTION
Tubular colonic duplication in adults is rare and only a few cases have been reported in the literature. The standard treatment of colonic duplication is traditional laparotomy and surgical resection. When the colonic duplication is large and compounded by impacted large fecaloma, treatment with minimally invasive surgery may be difficult. We report a case of a large tubular colonic duplication with impacted large fecaloma in an adult successfully treated with a small midline abdominal incision. large, indentable masses that we thought was fecaloma. A colotomy was made and we removed some of the impacted fecaloma so as to facilitate the retrieval of the colon later (Fig. 3) . The colotomy was then closed with sutures.
CASE REPORT
The abdominal wound was extended further by 2 cm for better hand access. The entire small and large bowels were examined by hand palpation where upon we found that the bowel-related mass was communicating with the mid-sigmoid colon. A diagnosis of colonic duplication arising from the sigmoid colon was made. The sigmoid colon was mobilized under direct vision and retrieved through the wound retractor along with the colonic duplication (Fig. 4) . The colonic duplication was supplied by the sigmoidal branches and wrapped by sigmoid mesocolon.
The segment of sigmoid colon to which the colonic duplication connected was resected with GIA 80 (Tyco Healthcare, Norwalk, CT, USA). The colonic duplication was then dissected free from the sigmoid mesocolon. The blood vessels to the colonic duplication were ligated flush to the wall of the colonic duplication to avoid injury to the sigmoidal branches to the native colon. We then divided the final attachment of the blind end of the colonic duplication to the peritoneum overlying the bifurcation of the aorta (Fig. 5) . Side-to-side, functionally end-to-end anastomosis using GIA 80 and TA 60 (Tyco Healthcare) was thesurgery.or.kr performed. We used the self-made 'glove technique' single port laparoscopic technique to perform a complete examination to look for any concomitant intra-abdominal pathology, peritoneal washout, and to ensure hemostasis.
After closure, the length of the wound was 5 cm.
Gross examination of the specimen showed that a colonic duplication measuring 23 cm in length was connected to the native sigmoid colon perpendicularly. This is the T-shaped tubular colonic duplication (Fig. 6) . The mucosa of the colonic duplication was normal and devoid of any mucosal lesions. The patient started enteral feeding on the third postoperative day and was discharged on the sixth postoperative day. There were no perioperative complications. The final pathology report was colonic duplication with hypertrophied muscular propria and chronic inflammation. Lower gastrointestinal hemorrhage secondary to the ectopic gastric mucosa [1] , angiodysplasia [2] and ulcerations [2] within the intestinal duplication have been described. Malignancies have also developed in colonic duplication [7] . Therefore, many literatures recommend resection when intestinal duplication is detected so as to avoid its possible complications.
Plain abdominal film is usually unremarkable although it may show a cystic gas filled structure or a mass displacing the adjacent bowel [7] . Ultrasound is helpful in delineating the mass and the adjacent structures. Colonoscopy or contrast enema may not always be diagnostic. Contrast enema may reveal the luminal communication of the duplication with the colon but smaller duplication may appear similar to diverticulum [8] . Colonoscopic diagnosis can be made if the orifice of the duplication is large and an obvious communication between the duplication and the colon is present but small colonic duplication can be missed [8] . If colonoscopy is performed in this case, the presence of huge impacted fecaloma might obscure visualization of the orifice. CT scan is helpful in the diagnosis of colonic duplication but some literature have reported that duplication cyst in adults mimics other conditions such as pancreatic tumor [9] , mesenteric inflammatory mass, or Meckel's diverticulum [10] . Various authors have agreed that the diagnosis of colonic duplication is difficult and is not usually made preoperatively [9] . In the present case, CT scan was suggestive of small bowel duplication and the correct final diagnosis was only made intraoperatively.
The standard treatment of colonic duplication is traditional laparotomy and surgical resection. It is important that the mesenteric blood vessels are not injured during the dissection of the duplication because the duplication is situated at the mesenteric side of the bowel, and both the duplication and the native colon share the same blood supply [1] . The blood vessels to the colonic duplication should be ligated near to the wall of the duplication.
Conventional laparoscopic resection of colonic duplication has been successful in a few cases in recent years [4] . 
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